Background
Results
Higher proportion of adolescent than adult women were from rural area (57.2% vs 44.7%), were not married (5.1% vs 1.7%), were pregnant for the first time (91.7% vs 34.1%), didn't attend antenatal care (ANC) follow-up (12% vs 4.5%), and had late initiation of ANC followup. After adjusting for known confounding factors, the odds of low birth weight (LBW) was higher among adolescents than adult women (AOR 2.14; 95% CI, 1.36, 3.36, p-value = 0.001). Similarly, the odds of preterm birth was higher among adolescents than adult women (AOR 1.65; 95% CI, 1.09, 2.49, p-value = 0.017). There was no statistically significant difference in the rate of low Apgar score at first and five minutes after birth and neonatal Intensive Care Unit (ICU) admission between babies born from adolescent and adult women. PLOS Introduction showed a non-significant association between younger maternal age with risk of adverse perinatal outcomes like stillbirth [20] , LBW, and preterm birth [21] . On the other hand, studies conducted in Cameroon [22] , and low-middle income countries [23] showed a higher risk of LBW and preterm birth [22] among babies born from adolescent compared to adult women. Some of the reasons for such difference, among others, can be the difference in the age group (among the study and control group), the difference in the definition of the outcome variables, and the use or non-use of variables to adjust the confounders for the adverse neonatal outcomes [5] . Moreover, maternal and neonatal mortality is an important reproductive health indicator that can show the health care delivery system of a country. Due to the relationship between such indicators and adolescent pregnancy, the rate of pregnancy among young women (15-19 years old) is considered an important health care indicator of a country [4] . Despite the high number of young people in Ethiopia, the research focus given to these population is limited. Most of the studies conducted in Ethiopia on adolescent health were aimed to estimate the prevalence and determinants of adolescent pregnancy and other sexual and reproductive health (SRH) problems [16, 18, 24, 25] . However, there are limited studies [26, 27] conducted to assess the adverse neonatal outcomes of adolescent pregnancy in Ethiopia, and these studies used secondary data to measure the outcomes, which resulted in limited number of variables to adjust confounding factors. Therefore, this study was conducted to identify the adverse neonatal outcomes of adolescent pregnancy in northwest Ethiopia, and helps to design methods that can reduce problems associated with adolescent pregnancy.
Materials and methods

Study area and period
This study was conducted in East Gojjam zone, Amhara region, Ethiopia. According to the 2017 population projection estimate, almost one-fourth of the population in Amhara region were adolescents aged 10-19 years old, of which 49.5% were females [28] . The 2007 Central Statistical Agency (CSA) of Ethiopia report showed that 562,389 of inhabitants in East Gojjam zone were adolescents aged 10 to 19 years old, among which 277,969 (49.4%) were females [29] . According to the 2016/17 annual report of East Gojjam zone health office, there were 19 districts, 102 health centers, eight primary hospitals and one referral hospital in the study area [30] . This study was conducted from January 3/2018 to October 26/2018.
Study population and eligibility criteria
All pregnant women within the age range of 10 to 34 years old who visited the randomly selected public health institutions for delivery service were included in this study. The study population group were categorized into the adolescent (10-19 years old) and adult women (20-34 years old). Pregnant women with multiple pregnancies (more than one) were excluded from the study since it can influence the neonatal outcomes [31, 32] .
Sample size and sampling procedure
Double population proportion formula was used to calculate the sample size of this study [33] . The following assumptions were considered: two-sided confidence level of 95%, 80% power, the ratio of adult to adolescent women of 2 to 1, and a non-response rate of 10%. This study also considered a design effect of 2, since the multistage sampling technique was used. The proportion of maternal and perinatal outcomes among adolescents and adult women was taken from previously conducted studies [27, [34] [35] [36] , and the outcome variable which resulted in a maximum sample size was selected. Accordingly, low Apgar score at first and fifth minute from a study conducted in Addis Ababa, Ethiopia [27] resulted in a final sample size of 1254 mothers (418 adolescents and 836 adult women).
This study used a multistage sampling technique to select a representative sample of health facilities in East Gojjam zone. First, random selection of the districts was made from all districts in the zone. From the total of 19 districts in the zone, 7 (37%) of the districts and 12 health facilities were randomly selected. The proportional sample was allocated to the selected health institutions in the study area based on their previous annual client flow.
Study instrument, quality assurance, and pretest
A structured interview questionnaire was used for data collection. The data collection tool was prepared after reviewing several research articles, Demographic and Health Survey (DHS) documents, recommendations and published works on adolescent pregnancy and related topics [17, [37] [38] [39] [40] [41] [42] [43] [44] [45] [46] [47] [48] [49] . Qualified research assistants were involved in the data collection and supervision. Training was provided for data collectors on the objectives of the study, data collection methods, ethical issues, and contents of the questionnaire. Before the actual data collection period, a pretest of the data collection instrument was conducted. Correction to the data collection instrument was made after the pretest.
Data collection procedures
Study participants were enrolled in the study during the labor and delivery. All laboring women who came to the randomly selected health facilities for delivery service were assessed for eligibility and interviewed until proportionally distributed sample size for both groups of the population was met. Data on sociodemographic, obstetric, and newborn outcomes were collected from the study participants after admission into the maternity ward for labor and childbirth.
Definition of outcomes
Adverse neonatal outcome was defined as the occurrence of LBW, preterm delivery, low Apgar score at first and fifth minutes after birth, or severe neonatal conditions. LBW is defined as the delivery of a live infant whose birth weight is less than 2500 grams [50, 51] . Preterm delivery is defined as the delivery of the baby less than 37 weeks of gestation [51] . The severe neonatal condition is defined as neonates presenting with any of the following conditions: birth weight less than 1500 grams, gestational age less than 32 weeks or Apgar score at 5 minutes less than 7) [52, 53] .
Data management and analysis methods
After data collection, data were entered using EpiData (Denmark) version 3.1 software. Data analysis was conducted using Statistical Package for the Social Sciences (IBM SPSS) version 25, and R-(version 3.5.1) software. Descriptive statistics like frequencies and summary statistics (mean, standard deviation (SD), and percentage) were used to describe the study population in relation to socio-demographic and other relevant variables. Categorical data between adolescent and adult women were compared using the chi-square test, and independent t-test was used for comparison of the mean difference of continuous variables between the two population groups.
Bivariate and multivariate logistic regression analysis was conducted to identify factors associated with adverse neonatal outcomes. The bivariable logistic regression was conducted to assess to association of each independent variables with the adverse neonatal outcomes.
Then, variables with p-value less than 0.2 in the bivariate logistic regression analysis were entered into the multivariable logistic regression analysis to control for confounding factors and identify the factors associated with adverse neonatal outcomes. The variables included in the multivariable logistic regression model include: sociodemographic, economic and obstetric factors like: maternal age (adolescent vs adult), residence, school attendance, marital status, wealth status, educational status of the father and the mother, anemia, iron-folic acid supplementation during current pregnancy, ANC attendance, partner involvement in ANC, experience of at least one form of gender based violence (physical, sexual or psychological violence) during the current pregnancy, and preeclampsia variables. Separate logistic regression analysis models covering the different adverse neonatal outcomes (low birth weight, preterm birth, low Apgar score at birth and five minutes, and neonatal ICU admission rate) were tested and presented. The Adjusted Odds Ratio (AOR) and 95% Confidence Interval (CI) of the regression model was used to determine the association of adolescence pregnancy and other explanatory variables with different adverse neonatal outcomes. Statistical significance was declared when the p-value is less than 0.05. In addition, the percentage of LBW and preterm birth was presented by the residence and ANC use of study participants. 
Ethics considerations
Results
Sociodemographic characteristics
This study was conducted among 1134 study participants, accounting for 90.4% of the total sample size. A total of 374 (response rate = 89.5%) adolescents and 760 (response rate = 90.9%) adult women completed the study. The mean age ± standard deviation (SD) of adolescent women included in the study was 18.4 (± 0.8) years (range from 15 to 19 years old). For adult women, the mean age (± SD) of participants was 27 (± 3.9) years, ranging from 20 to 34 years old. More than half (57.2%) of adolescent and 44.7% of adult women were rural residents. More than two third (72.2%) of adolescent and 56.7% of adult women attended school. From educated women, 70% of adolescents and 40% of adult women attended primary education, while 2% and 17.2% attended higher education. Almost all women were Amhara by ethnicity in both groups of the population. The majority (93.3% and 94.9%) of the adolescent and adult women were Orthodox Christian religion followers. Higher proportion of adolescents than adult women (5.1% vs 1.7%, p-value < 0.001) were not married (Table 1) .
Obstetric characteristics
The majority (91.7%) of adolescent and 259 (34.1%) of adult women were pregnant for the first time. The mean age ± SD of first pregnancy among adolescents was 16.1 ± 1.5 and adults was 20.2 ± 3.3 years. The mean and SD for a previous number of pregnancies was 2.4 ± 1.6 for overall (1.3 ± 0.5 among adolescent women and 2.5 ± 1.6 for adult women). More adolescents than older women who had previous history of pregnancy didn't give birth in a health facility 
Adverse neonatal outcomes
Low birth weight. The mean birth weight of babies born among adolescent women was 2911.6 grams and was 3050 grams among adult women (t-test = -138.4, p-value < 0.001). The average number of birth weight was 138.4 grams lower among babies born from adolescent compared to babies from adult women. After category, 12.4% of adolescent women had LBW babies and it was 5.6% among adult women, p-value < 0.0001.
The bivariate logistic regression analysis for association of LBW and different sociodemographic, economic and obstetric factors showed that variables like residence, school attendance, wealth status, educational status of the father, educational status of the mother, malaria attack during current pregnancy, gender-based violence during current pregnancy, and anemia were not statistically significant with LBW. However, variables like: adolescent pregnancy, ANC attendance during current pregnancy, Iron-folic acid supplementation during current pregnancy, and preeclampsia variables were significantly associated with LBW. After multivariable logistic regression analysis, adolescent pregnancy (AOR 2.14; 95% CI, 1.36, 3.36, p-value = 0.001) and preeclampsia (AOR 3.21; 95% CI, 1.45, 7.08, p-value = 0.004) were found to be significantly associated with LBW ( Table 4) . Further stratified analysis of birth weight by residence and ANC follow up was also conducted. Accordingly, 29 (13.7%) of babies born from adolescent women who were from the rural area had low birth weight compared to 17 (10.7%) of babies from urban adolescent women. Additionally, 22 (6.6%) of newborn babies born from adult women in the rural area had low birth weight compared to 20 (4.8%) in the urban area. In addition, analysis of birth weight by antenatal follow up showed a higher percentage of LBW among adolescents who had no ANC follow up 11 (26.2%) compared to adults who had no ANC follow up 2 (5.9%). The percentage of LBW was also high for adolescent women who had ANC follow up 35 (10.7%) than babies of adult women who had ANC follow up 40 (5.7%) (Fig 1) . Moreover, after adjusting the effect of residence and ANC follow up, the odds of LBW was still significantly higher among adolescent women than among adult women ( Table 4) .
Preterm birth. The percentage of preterm birth was higher 51 (14.1%) for newborn babies born from adolescent women compared to 61 (8.1%) among babies of adult women. Relative to adolescents in the urban area, a higher percentage of newborn babies born from adolescents in the rural area had preterm birth (13.5% vs 14.6%). In addition, a higher proportion of adolescent than adult women who didn't attend antenatal follow-up had preterm birth (40.5% vs 6.1%) (Fig 2) . The bivariate logistic regression analysis showed that variables like residence, school attendance, previous pregnancy, marital wealth status, educational status of the father, educational status of the mother, GBV during current pregnancy, and anemia were not statistically significant with preterm birth. But, variables like adolescent pregnancy, Iron-folic acid supplementation during current pregnancy, ANC attendance, and preeclampsia were significantly associated with preterm birth. After multivariate logistic regression analysis, variables like: adolescent pregnancy (AOR 1.65; 95% CI, 1.09, 2.49, p-value = 0.017), ANC attendance during current pregnancy (AOR 0.41; 95% CI, 0.21, 0.83, p-value = 0.013), and preeclampsia (AOR 2.59; 95% CI, 1.22, 5.48, p-value = 0.013) were significantly associated with preterm birth (Table 4) .
Apgar score at first and five minutes after birth. Twenty-two (5.9%) of babies born from adolescent women had Apgar score at birth less than 7 compared to 47 (6.3%) among adult women ( Table 3 ). The mean Apgar score at first minute after birth for babies born from adolescent and adult women was almost similar (7.7 vs 7.8). The average Apgar score was almost 0.1 lower among babies born from adolescents compared to babies born from adult women, but was not statistically significant. Five (1.3%) and 13 (1.7%) of babies born from adolescent and adult women, respectively, had Apgar score less than 7 at five minutes after birth. The bivariate logistic regression analysis showed non-statistically significant difference in the Apgar score at first minute after birth between babies born from adolescent and adult women (COR 0.94; 95% CI, 0.56, 1.59, p-value = 0.805). In addition, there was non-statistically Neonatal admission to ICU and severe neonatal conditions. Six percent of babies born from adolescents were admitted to ICU compared to 5.5% among adult women. The bivariate logistic regression analysis showed that there was non-statistically significant difference in the neonatal admission rate to ICU between babies born from adolescent and adult women (COR 0.94; 95% CI, 0.56, 1.59, p-value = 0.805). In addition, a summary index was created for the occurrence of at least two or more of adverse neonatal conditions like; LBW, preterm birth, low Apgar score at first or at 5 minutes, or neonatal ICU admission. Accordingly, 34 (42%) of newborn babies of adolescents had at least two or more adverse neonatal conditions compared to 40 (31.7%) in adult women (Fig 3) .
Discussion
This study was conducted to assess the adverse neonatal outcomes of adolescent pregnancy in northwest Ethiopia. A significant difference in socio-demographics, obstetric characteristics and newborn outcomes between adolescent and adult women was found. Sociodemographic factors like residence, school attendance, level of education attended, educational status of the father, and marital status were significantly different between adolescent and adult women. A higher proportion of adolescent women had lower mean age at first pregnancy and didn't attend ANC during pregnancy.
This study adjusted for different known factors to assess the adverse newborn outcomes associated with adolescent pregnancy. After adjustment, relative to babies born from adult women, babies born from adolescent women were at higher odds of LBW (2.14 times) and preterm birth (1.65 times). However, there was no statistically significant difference in the Apgar score value at first and five minutes after birth, ICU admission, severe neonatal conditions, and occurrence of two or more types of adverse neonatal outcomes between newborn babies of adolescent and adult women.
Although the use of ANC is recommended for all pregnant women to reduce pregnancyrelated morbidity and mortality [54] , this study found significantly higher proportion (12%) of adolescents who didn't attend ANC follow-up compared to adult women (4.5%). The average gestational age to start antenatal follow-up was almost three weeks late for adolescents than adult women. Previous studies conducted in Slovenia [55] , Thailand [56] , and Turkey [57] also showed significantly lower antenatal care use among adolescents compared to adult women. This could be because of the difference in educational status between adolescent and adult women [54, 58, 59] . In addition, reproductive health care access for pregnant adolescents is limited in most sub-Saharan African countries [60] . This finding suggests the need to improve access to and quality of ANC and targeted pregnancy-related services for adolescent pregnant women. Strengthening female education and women empowerment is central to improve ANC service use and reduce pregnancy-related complication among adolescents. Moreover, women empowerment is related to family planning use [61] and fertility reduction [62] .
Almost one in ten adolescents were pregnant for the second time in this study. Socioeconomic and marital status during first birth affects the occurrence of second-time pregnancy among adolescents in a previous report [63] . Therefore, prevention of early marriage should be one of the main focus of programs which aimed at preventing adolescent pregnancy. Moreover, in most low-income countries, marriage is the main reason for first sexual initiation [64] . Postnatal family planning information and service provision is also central to the prevention of repeated adolescent pregnancy.
The high rate of neonatal complications can be reduced through the use of institutional service delivery [65] . Despite this, home delivery is still a common practice in Ethiopia [65] . This study also found that a significantly higher percentage of adolescents (51.6%) than older women (31.1%) who had previous history of pregnancy didn't give birth in a health facility. The low institutional delivery service use among adolescent women can be related to the poor knowledge of adolescent women towards skilled delivery service [65] . Therefore, communitybased programs that can improve the knowledge and institutional delivery service use of pregnant adolescents is recommended. Strengthening the use of health extension program to improve institutional delivery service use among adolescents is also effective [66] .
Although the majority of adolescent (98.7%) and adult women (98.8%) in this study identified the type of breastfeeding before or immediately after childbirth, only 84.8% of adolescent and 87.4% of adult women started breastfeeding within the first one hour after childbirth. This finding is higher compared to previous studies conducted in Dembecha district, Ethiopia (73.1%) [67] , and meta-analysis finding in Ethiopia (61.4%) [68] . This may be due to the difference in the study period and the effectiveness of current programs provided by governmental and non-governmental organizations to improve the breastfeeding practice. Moreover, WHO promotes breastfeeding initiation within one hour after childbirth to ensure that neonate receives adequate nutrition and protective antibodies from colostrum [69] . Review of studies showed that early initiation of breastfeeding is associated with reduced neonatal morbidity and mortality [70] . One study conducted in Bahir Dar, Ethiopia also showed a higher risk of neonatal mortality among babies who were breastfed later than one hour after birth [71] . Therefore, programs that can improve the knowledge and practice of adolescent women towards early breastfeeding initiation are recommended.
The mean birth weight of babies born from adolescent women was significantly lower than babies born from adult women. Increased odds (2.14 times) of LBW among adolescent women could be due to the low pregnancy weight gain secondary to the poor nutritional status, and biological immaturity [53, 72] . This is in keeping with other studies conducted in Cameroon [22] , Reunion Island (Indian Ocean) [73] , Thailand [74] , Turkey [57] , Washington State, USA [75] , and low-middle income countries [23] . One-fifth of all births globally are LBW, with an increased risk of neonatal morbidity and mortality [76] . As a result, the WHO during the sixty-fifth world health assembly (in May 2012) planned to reduce LBW by 30% by the end of 2025 [77] . Therefore, strategies which aim to reduce adolescent pregnancy and immediate management of newborn babies of adolescent women is effective to achieve such target. Preeclampsia was also found to be a factor associated with LBW. This could be because of the effect of high blood pressure on infant in-utero growth, resulting in LBW [78] . This finding is similar with previous study conducted in low-and middle-income countries [79] .
Additionally, 91.3% of adolescent women who had LBW practiced Kangaroo Mother Care (KMC) practice. However, this is below to the current guideline on KMC. The WHO recommends a skin-to-skin contact for all infants with LBW, because it was proven to be effective in improving initiation and duration of breastfeeding and for effective thermal control [80] . Therefore, immediate management of LBW through the use of KMC should be strengthened among adolescent women. But, the effect of KMC on infant survival needs further investigation.
Preterm birth was also associated with an increased risk of neonatal mortality [81] . The current study found significantly higher odds (1.65 times) of preterm birth among adolescent compared to adult women. This could be because of the anatomical and physiological immaturity, underweight, poor weight gain during pregnancy, and inadequate ANC among adolescent women [53, 82] . The finding of this study is consistent with previous studies [2, 22, 23, 57, 73-75, 83, 84] . Therefore, intervention programs that focus on prevention of preterm birth and its complications among adolescents through antenatal care follow-up and intrapartum management are recommended. The use of prophylactic antibiotics to prevent neonatal sepsis and medications that can improve fetal lung maturity is also effective in improving outcomes of preterm babies [81, 85] . Such interventions should especially target adolescent women as the risk is more common in younger than adult women.
In addition to younger maternal age, factors like ANC attendance during current pregnancy and preeclampsia were found to be significant factors associated with preterm birth. The higher odds of preterm birth among women who didn't attend ANC service could be because of the lack of services provided during ANC follow up, like maternal iron-folic acid supplementation, Tetanus Toxoid vaccination, counselling on nutrition and other services. This finding is similar with a study conducted in Belgium, which showed that sufficient and appropriate timing of care during pregnancy is associated with lower risk of preterm birth [86] . It is also similar with a study conducted in Zimbabwe [87] . In addition, babies born from women with preeclampsia were also more likely to be born prematurely. Though the mechanism is not well understood, higher odds of preterm birth among women who have preeclampsia could be because of the effect of high blood pressure resulting in uteroplacental ischemia [88] . The finding is similar with previous studies conducted in New South Wales [78] , Kenya [88] , and a study conducted in low-and middle-income countries [79] .
Neonatal mortality, which is responsible for 38% of under-five mortality globally, is mainly predicted by LBW and prematurity [89, 90] . The perinatal mortality rate in Ethiopia is one of the highest in sub-Saharan Africa countries. For example, one study conducted on the trend of perinatal mortality rate in Ethiopia showed a rate of 90 per 1000 birth in a hospital setting, and 40 per 1000 births in community-based settings [91] . Maternal age less than 18 years old is the main significant factor for the high rate of neonatal mortality in Ethiopia [90] . The rate of perinatal mortality increase by half among adolescent women than adults aged 20 to 29 [92] . Therefore, investment in the design of school and community-based intervention programs aimed at reducing adolescent pregnancy and its adverse neonatal outcomes are needed to reduce the high rate of child morbidity and mortality. It will also help to achieve the Sustainable Development Goal (SDG) target 3.2 which aims to "end preventable deaths of newborn and children under 5 years of age" by 2030 [93] .
Several countries used successful programs in reducing adolescent pregnancy, maternal and child morbidity and mortality and improving maternal and child health. The success story of such fast-track countries was involving multiple sectors (including health and non-health sectors), mobilizing community and partners, the use of evidence-based decision making, and establishing guiding principles for the overall activities [94] . Therefore, the Ethiopian Federal Ministry of Health (FMOH) can use the experience of such fast-track countries to reduce adolescent pregnancy and prevent its adverse neonatal outcomes, and thereby improve the maternal and child health status in the country.
A non-significant difference in the Apgar score of newborn babies of adolescent and adult women at birth and five minutes after birth was observed. This finding is consistent with previous studies conducted in Cameroon [22] , Nepal [95] , and USA [2] . However, studies conducted in Thailand [3] and Addis Ababa, Ethiopia [27] showed a higher risk of low Apgar score at one minute after birth for babies born from adolescents compared to adult women. This could be attributed to the difference in the sociodemographic, obstetric, nutritional factors, and study period between the current and previous studies.
This study also found a non-significant difference in the neonatal admission rate to ICU between babies of adolescent and adult women. The finding is different from the previous study conducted in USA [2] that showed a higher risk of neonatal admission among younger adolescent women. In addition, a study conducted in Thailand [74] showed a higher risk of neonatal admission rate among babies of adolescent compared to adult women. The difference could be attributed to sociodemographic, obstetric, nutrition and access to adolescent related health services. In addition, the non-significant difference in the level of low Apgar score at first-and fifth-minute and neonatal admission rate in this study could be related to the low sample size of the study to detect such small differences for these adverse outcomes. Therefore, future larger scale studies that can clearly elucidate the association of Apgar score and adolescent pregnancy in Ethiopia are recommended.
The WHO recommends prevention of adolescent pregnancy as the main strategy to reduce neonatal mortality, especially in developing countries [92] . Interventions like prevention of early marriage, improving the knowledge of adolescents towards SRH issues and the use of contraceptive methods are effective in reducing adolescent pregnancy and related complications [92] . Therefore, the FMOH should strengthen the available programs in prevention of adolescent pregnancy. The use of such interventions can reduce unwanted pregnancy among adolescents, LBW and preterm birth complications, and reduces overall child morbidity and mortality in the country [92] .
This study is not without limitations. It was conducted in a hospital setting, and were unable to assess the outcomes of women who gave birth at home, although available report in the study area showed 90% institutional delivery rate [30] . The significant difference for some of the obstetric characteristics (like: proportion of previous pregnancy, mean number of pregnancies, etc.) among adolescent and adult women maybe an artefact of the study design, since this study compared adolescents and adult women. Adolescents are young people and are more likely that the pregnancy was their first, and therefore, the mean number of previous pregnancies will be different. In addition, this study could be underpowered for some of the outcomes. For example, the non-significant difference in the low Apgar score at first and five minutes after birth and neonatal admission to ICU between adolescent and adult women could be because of small sample size for these specific outcomes. In addition, outcomes like stillbirth and neonatal infections were not assessed in this study.
Conclusions
Adolescent women were less likely to receive antenatal care follow-ups, have a lower mean age at first pregnancy, and less likely to receive iron and folic acid supplementation during pregnancy than adult women. After adjusting for confounding variables, this study found a higher odd of adverse neonatal outcomes among babies born from adolescents compared to adult women. The common forms of adverse neonatal outcomes associated with adolescent pregnancy were LBW and preterm birth. In addition, higher percentage of babies born from adolescents had two or more adverse neonatal outcomes compared to babies of adult women. Addressing the sexual and reproductive health needs of adolescent girls is central to reduce the high rate of child morbidity and mortality in Ethiopia. Prevention of adolescent pregnancy using school and community-based sexuality education and family planning information and service provision programs should be the main focus of health care planners. Moreover, future large-scale studies which can clearly elucidate the association of adolescent pregnancy with neonatal ICU admission and Apgar score level of newborn babies is recommended. 
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